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Dr Kenneth Cherry (Rochester, Minn). Dr Fox, are there
lessons in there for us in civilian practice with civilian trauma?
Dr Charles J. Fox. The majority of the injuries in this series
were from fragmentation or wounding patterns that resemble
shotgun injuries. These are contaminated wounds that require
careful débridement. CT angiography may be a good initial
study but may have limitations because of the embedded frag-
ments. Duplex ultrasound is helpful but in our experience, large
soft-tissue wounds make it a very impractical study. Therefore,
arteriography continues to provide the best form of imaging,
especially when noninvasive studies are indeterminant.
Dr Gregorio A. Sicard (St. Louis, Mo). Did you encounter
any proximal lesions in which there was a delayed diagnosis that
were treated with covered grafts, endografts?Dr Fox. There were no covered grafts used in the carotid artery.We did have one patient who had a prosthetic interposition graft, but
the majority of the patients were treated by vein interposition. We
successfully treated two upper extremity injuries involving the axillo-
subclavian artery with covered stent grafts. There were placed to treat
false aneurysms combined with an AV fistula.
Dr Cherry. I want to ask one last question, and this may or
may not be entirely applicable. In those patients treated over in
Iraq, have any great vessel injuries been successfully treated? In Dr.
Rich’s book from the Vietnam era, very few great vessel injuries
were successfully treated.
Dr Fox. Unfortunately in that environment, I think they
are nonsurvivable injuries. There was one innominate injury
that was successfully treated with a pericardial patch, but that’s
the only one that I am aware of. I have heard of a few thoraco-
abdominal injuries that had intracardiac fragments removed.
